Letter to Editor
Sir,
We read with an interest the short review by Stephen et al. in issue 5, volume 3, of Indian Journal of Vascular and Endovascular Surgery. [1] This article is concise and valuable as it provides a guide to diagnose and treat venous thoracic outlet syndrome (VTOS) which constitutes one of the controversial clinical conditions of TOS. The authors clarified the important aspects of the management of VTOS, but we have some scientific notes which may support the educational aim of their review.
Regarding the epidemiology of VTOS, effort-induced thrombosis of the upper limb ranges from 1% to 4% of all venous thrombosis. Overall, VTOS accounts for about 5% of all TOS syndromes, and axillo-subclavian venous thrombosis is seen more often than nonthrombotic obstruction. [2, 3] Considering treatment options, the authors highlighted t h e r o l e o f a n t i c o a g u l a t i o n , c a t h e t e r-d i r e c t e d thrombolysis/thrombolytic therapy, stenting after anticoagulation and catheter-directed thrombolysis, first-rib resection, and venous reconstruction. In addition, the authors answered some questions related to the challenging situations faced during the treatment of VTOS. We would like to highlight the emerging role of hybrid procedures for the treatment of VTOS where the endovascular techniques are combined to open surgery with long-term improvement of venous patency and avoidance of recurrence. Moreover, this combined treatment for VTOS results in the resolution of symptoms and improvement of the functional status, but more studies are recommended. [4] The authors classified VTOS as described in literature into three types: intermittent venous obstruction, secondary venous thrombosis, and primary effort thrombosis. However, if we consider the patient presentations, VTOS may be further classified into three clinical types (acute, chronic, and intermittent), which may guide the treatment of VTOS. [5] In acute cases (<6 weeks), the option of treatment is catheter-directed thrombolysis with early surgical decompression. In chronic cases (≥6 weeks), surgical decompression is beneficial when there is stenosis or occlusion of the subclavian vein, but total occlusion indicates thrombolysis before surgery. For cases with chronic intermittent venous obstruction without evidence of thrombosis or significant stenosis, only surgical decompression is required. Venoplasty of a residual subclavian vein stenosis may be considered to reduce the risk of re-thrombosis after decompression for acute and chronic cases, but thrombolysis, anticoagulation, or venoplasty are generally not required in cases with intermittent obstruction. [5] In conclusion, a simple guide for the treatment of VTOS in accordance to the clinical presentation is important to provide an appropriate management relevant to its etiology and severity.
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